ossification of the anterior longitudinal ligaments.
In addition, the radiograph of the right ankle shows destruction of the ankle and subtalar joints, and there is an osteosclerotic lesion in the body of calcaneum, neither of which were mentioned in the article. It would be interesting to know the cause of destruction and the clinical presentation of the ankle and subtalar joints, the aetiology of the ulcer and, the mobility of the patient. The article does not elaborate the clinical implications, management, or outcome of finding large calcaneal spurs.
Finally, the radiograph also shows fracture of the infracalcaneal spur, which was also omitted by the authors. These fractures are known to heal well with conservative management. 3 In this patient, however, this is likely to be immaterial as he might not be walking with full weight-bearing considering the present status of his ankle and subtalar joints.
R Puttaswamaiah Department of Orthopaedics and Trauma
Alexandra Hospital Redditch, United Kingdom
To the Editor:
The case report by Amaravati et al. 1 is insufficient in many ways. The authors postulated that long-standing infection in the vicinity of the involved ankle is the likely cause of massive spur formation. However, spur formation can be present even in the uninvolved foot, refuting such a hypothesis. Histological examinations have revealed different local factors to be responsible for the formation of these spurs: infracalcaneal spurs may form due to mechanical causes and degeneration in the plantar fascia enthesis. This is akin to peripheral osteophytes around an osteoarthritic joint. Obesity is an additional factor that contributes to an increase in the size of these spurs. Another mechanism of subcalcaneal spur formation in rheumatoid arthritis and spondyloarthropathies is 'reactive ossification' triggered by inflammatory bony erosions. However, the most likely cause of retrocalcaneal spur formation is traction of the Achilles tendon. 2 Diffused idiopathic skeletal hyperostosis could have been strongly considered as a systemic cause of massive spur formation if the authors had specifically looked for the presence of pelvic enthesopathy and calcification and
